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Significance of the Study
Increasingly neuropsychiatric hospital medical staffs and those con¬
cerned vrith rehabilitation of the mentally ill have become more concerned
with helping the mentally ill patient return to his commimity.
Newer insights have led us to focus attention on the family as a unit
of treatment.
Kaplan and Wolf state;
It is important that we bring the role of the mental
patient's family into the foreground as an essential con¬
sideration in therapeutic planning.... We are contending
that the patient's interpersonal relationships with his
family are of special importance.^
As to the role of the family, Greenblatt, et al state;
It is interesting to note that where the family is active,
participant, and therapeutically oriented, patients are like¬
ly to receive help and to profit from it. The patient's re¬
covery often depends on the family maintaining interest and
prodding of the hospital staff to renew therapeutic efforts.
Neglect of a patient by a family may mean neglect of that
patient by staff. Some families are inclined to apply pres¬
sure to have the patient back and cannot accept plans for his
living away. In contrast, other families, especially if
hospitalization continues for sometime, may close ranks against
the patient and are then unprepared for his discharge.'^
The changes in attitudes and in relationships which may result may be
of great significance, either positively or negatively, for patients' re-
Arthur Kaplan and Lois Wolf, "The Role of the Family in Relation to
the Institutionalized Mental Patient," Mental Hygiene. XXXVIII (October,
1954), p. 364.
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i-Iilton Greenblatt, et al., The Patient and the Mental Hospital
(Glencoe, 1957), p. 510.
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tiirn to their communities.
The process of rehabilitation has its roots in family conditions and
attitudes long antecedent to release from the hospital. Findings from
recent studies of public attitudes toward mental illness reveal confusion
as to what is mental illness and attitudes of fear and rejection toward
the mentally ill patlent.1
The present study will present family attitudes toward the mentally ill
patient and the influence of these attitixies on dispositional planning by
the Medical Staff and Social Work Service Staff.
Dispositional planning with the patient begins when the patient is ad¬
mitted to the hospital. For purposes of this study, the investigator shall
use the term to indicate planning on the part of both Medical and Social
Work Service Staffs toward the patiait's return to community living, either
in his own home or in a home other than his own,
Becaise of the realization of unmet needs and dissatisfactions of
patients and relatives whidi often lead tO-interrupted treatment, social
workers have assumed major responsibility for integrating the family in the
therapeutic planning with the mental patient.
A study of this type is significant because as Nelson C. Woodfork and
Francis K, Hayes state:
The attitudes of family members in regard to the patient
are always important but are particularly so when a patient
1
Julian Woodward, "Changing Ideas in Mental Illness and Its Treatment,"
American Sociological Review. XVI, 1951> PP* 443-54, quoted in Marian R,
Yarrow, John A. Clausen and Paul R, Robbins, "The Social Meaning of Mental
Illness," The Journal of Social Issues. XI, No. 4, 1953» pp. 33-34.
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is on release status and making an attempt to readjust to
the community. The attitude of relatives is based general¬
ly on fear and guilt which impede a patient's progress and
must be handled by the worker.
Frequently relatives have taken so much abuse from
patients that they are overwhelmed by fear and consequent¬
ly can offer little or no assistance to patients during the
critical period. A worker must offer support and reassurance
to the relatives in order to achieve the goals.1
Since the Social Work Service Departmert works closely with relatives
of patients toward dispositional planning and since the social workers have
become more concerned with the influence of family attitudes on disposition¬
al planning, a study of this nature may serve to provide data which may be
useful as a guide for furthering therapeutic effectiveness of the staff in
this phase of treatment.
Because of the increased emphasis on family centered casework and be-
catise of the increased ntimber of mental patients who are being returned to
the community, it is felt that this study can contribute to what is already
known about the extent to which family attitudes can influence disposition¬
al planning. Since most of our post-hospital plans for improved patients
involve working with relatives in one degree or another, social workers
need all available data to assist in evaluating the role the family plays.
If social workers and hospital staffs can recognize and anticipate atti¬
tudes of families toward the mentally ill patients, they can either direct
them in a more acceptable way or make other dispositional plans.
As Kaplan and Wolf state:
...No matter how successful the interpersonal relation¬
ships of the patient within the hospital, it is his link
with the outside world that must be strengthened. The
1
Nelson C. Woodfork and Francis K. Hayes, Social Work Techniques Utilized
in Treatment of Psychotic Patients (Massachusetts, 1957)* p. 34.
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family embodies the ’Normal' world of inteipersonal re¬
lationships for the patient to which we hope to help him
retxirn.l
Purposes of the Study
The purposes of the study are (l) to describe attitudes families have
toward their mentally ill relatives, and (2) to ascertain how these family
attitudes, as perceived by social workers, influence dispositional
planning.
Method of Procedure
In search for facts and family attitudes, library material such as
books, pamphlets, and periodicals were consulted. Interviews were heldwith
the Chief, Social Work Service, the ward physicians, the consulting psychi¬
atrists, and members of the Social Work Service Staff regarding attitudes
of families toward the mentally ill relative.
The case study method was used to examine the Social Work Service
records and clinical folders of patients chosen for study. A schedtile was
utilized to obtain from the records the attitudes of relatives toward the
mentally ill patient and to facilitate analysis of data.
The investigator devised ten categories of family attitudes from the
literature. For each case selected for study, data were obtained from
Social Work Service records with respect to five attitudinal categories
that evolved. In order to facilitate ascertaining how the attitudes in¬
fluenced dispositional planning, each case was then classified as to the
disposition made. An atten^jt was made to show how family attitudes as per-
_
Arthur Kaplan and Lois Wolf, op. cit.. p. 639.
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ceived by social workers, influenced the disposition of the case.
The sample (40) consisted of cases assigned to social work trainees
for Trial Visit Planning or discharge from the hospital. All cases which
containediithe social work record interviews with the patient's family were
selected for the study. These cases were assigned to social work trainees
between the arbitrarily chosen dates of September 4, 1957 and February 1,
1958.
Scope and Limitations
This study was concerned with forty cases of patients diagnosed as
schizophrenic, six of which had an additional diagnosis of tuberculosis.
These patients were hospitalized on the Acute Intensive Service, the Con¬
tinued Treatment Service and the Tuberculosis-Neuropsychiatric Service at
Franklin D. Roosevelt Veterans Administration Hospital, Montrose, New York,
This was a descriptive study in which the investigator attempted to
point o\ib, through examination and analysis of Social Work Service records
and clinical folders, the influence of family attitudes toward the mental¬
ly ill relative on dispositional planning.
The study was limited to cases referred to Social Work Service for
dispositional planning and were assigned to Social Work trainees during
the arbitrarily chosen dates of September 4> 1957 to February 1, 1958,
The study was limited, too, by the experience of the investigator, the
availability of data and the limited time allotted.
CHAPTER II
DESCRIPTION OF THE SETTING
The Franklin D, Roosevelt Veterans Adniinistration Hospital, located
in Montrose, New York, was a neiiropsychiatric hospital which had an
authorized bed capacity of 1,940 and an active bed capacity of 1, 8 99, The
hospital was situated forty miles north of New York City and extended over
an area of 381 acres.
The primary function of this hospital was to treat the veterans of the
New York area who had neuro~psychiatric disorders; however, priority was
given to mentally ill veterans whose ailment had been fotmd to be the
direct result of military service,^
Since the opening of the hospital in May of 1950, 6,16? veterans had .
been admitted. As of Febrviary 26, 1959, there were 1,7.01 bed occupants and
178 veterans on Trial Visit Status, eleven on leave of absence and nine on
p
unauthorized leave.
Structure of the Hospital
The functions of the departments in the hospital fall into two cate¬
gories: Administrative Seirvices and Professional Services.
The functions of the Administrative Services extended over a widespread
area in the hospital and were concerned with general administration and
maintenance, A brief description of eadi department follows:
Information Book for Professional Nurses (In Service Nursing Education
Committee), Veterans Administration Hospital, Montrose, New York, January,
1953, P. 11.
2
Interview with Paul Andrews (Assistant Registrar, Veterans Admini¬
stration Hospital, Montrose, New York, February 26, 1959).
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The Registrar Department provided all phases of medical administrative
services for the hospital pertaining to the examination, admission, treat¬
ment, transfer and disposition of veteran patients.
The Contact Department was responsible for rendering every possible
assistance to discJiarged members of the Armed Forces, their dependents and
representatives in obtaining benefit to vtiich they may be entitled under
the laws administered by the Veterans Administration.
The Personnel Division performed functions for all organizational units
of the hospital in accordance with statutes, civil service, and agency regu¬
lations and policies.
The Communications and Record Department received, routed and dis¬
patched all official mail, patients mail and mail for personnel living in
the station. In addition it operated telephone, teletype and telegraph
service and maintained information and messenger service.
The Finance Department developed, installed and maintained a compre¬
hensive operation program for the financial activities of the hospital.
The Engineering Department conducted a continuous program for mainte¬
nance, repair, and upkeep of buildings, structures and grounds, repaired
and operated utilities plants, conducted the safety and fire protection
program and furnished laundry service. The functions of this department
were performed by the following sections: Protective, Laundry, Utilities,
and Building and Grounds,
The Supply Department was responsible for purchasing all supplies,
equipment and services, other than personal, used at the hospital except
supplies and equipment requisitioned from the Veterans Administration
Supply Depot and General Services Administration,
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Included in the Professional Services were Medical, Surgical, Tubercu¬
losis-Neuropsychiatric, Psychiatry, Neurology, Psychology, Nursing,
Dental, Physical Medicine and Rehabilitation, Pharmacy, Dietetics, Special
Service, Laboratory, Chaplain and Social Work Service.
The Medical Service treated all patients who needed medical care. The
service consisted of three sections; namely, acute medicine, chronic and
geriatric medicine, and the admitting and personnel physician's office.
The Surgical Service provided treatment and care for patients requir¬
ing stirgery.
The Tuberculosis-Neuropsychiatric Service treated and aimed to bring
about a cure, if possible, of both the tubercular and neuropsychiatric
conditions.
The Psychiatric Service was concerned with the treatment and care of
patients stiffering from emotional and mental disturbances. This service
was further divided into two sections, known as treatment services. These
were Actite Intensive and Continued Treatment. The Acute Intensive Treat¬
ment section admitted, classified and treated patients. When classified,
those patients who suffered from chronic mental illness were generally
transferred to the Continued Treatment Service, There was a constant flow
of patients to this service and a constant outflow through Trial Visit and
Family Care,
The Neurological Service diagnosed and treated organic conditions of
the brain, spinal cord and peripheral nerves.
The major service program of Psychology was to provide clinical
counseling. In addition, ward psychologists performed such functions as
psychodiagnostic testing, vocational testing, post hospital vocational
9
planning, group psychotherapy; individual psychological interviews, indi¬
vidual counseling and vocational placement of patients.
Through Nursing Service all phases of nursing activities were available
at the hospital: Administrative, Supervisional and bedside nursing.
The Dental Service diagnosed and treated dental diseases of the hospi¬
talized patients. Each patient admitted to the hospital received a compre¬
hensive oiral examination, supplemented by a full dental X-ray,
Physical Medicine and Rehabilitation Service provided therapeutic
activities of a sustaining nature forpatients who were hospitalized for an
indefinite period of time. Treatment in Physical Medicine and Rehabilitation
was available in Physical therapy. Occupational therapy. Corrective thera¬
py, Educational therapy and Manual Arts therapy.
The Primary functions of the Pharmacy Service were to furnish medi¬
cation to the using services and to disseminate information to the profes¬
sional staff regarding medications.
The Dietetic Service provided food production and service for the
patients and personnel in the hospital.
Special Services provided a variety of group activities to assist
patients to nake the best possible adjustment within the environs of the
hospital.
Laboratory Service assisted in the diagnosis of diseases throu^ the
use of various laboratory tests and study procedures. The Laboratory
Service also kept the remains of deceased patients, performed autopsies
and inspected the remains after embalming.
The Chaplain Service was dedicated to serving the spiritual needs of
the veteran patients. The Chaplain coordinated his work with the doctors.
10
psychologists, social workers and other members of the hospital team,^
Social Work Service was a part of Professional Service and functioned
on the team in all phases of the hospital treatment and after-care program.
As such, the social worker was in a unique position to contribute his
skill and professional knowledge in the rehabilitation of patients. She
dealt with the social aspects of illness and handled a wide range of social
and personal problems, and in this role frequently served as the hospital's
link between the patient and the comnunity. Social casework treatment
was coordinated with other foniis of treatment carried on by other profes¬
sional services.
Social Work Service maintained continuous contact with other Veterans
Administration Stations, with social welfare agencies, and various other
resources.
During the ending phase of the patients' hospitalization, the social
worker assisted the patient and his family with plans for his return to
his community.
The Social Work Staff consisted of thirteen workers who were assigned
ward offices. Each worker had the responsibility for carrying out the
various functions of the Social Work Service department on specific wards
in the hospital and in the various Social Work programs.^
1
"Know Your Hospital," Montrose Messenger. Septenber 1956-September
1957. (Mimeographed.)
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Patients returned to the conmvinity through three types of dispositions:
Maximum Hospital Discharge, Trial Visit in his Ovm Home or Trial Visit in
a home other than his home, designated as a Foster Home.
Maximum Hospital Benefit Discharge was one method by which patients
left the hospital. This disposition was made when the Medical Staff felt
the patient had received the utmost benefits from the hospital and was
psychiatrically well enough to adjust to the community.
Trial Visit was another method utilized by the hospital to re-establish
the patient in the community. Under this plan, the patient remained a re¬
sponsibility of the hospital for the Trial Visit period vhich lasted ninety
days and which was extended for additional ninety day periods up to one
year, depending on the patient’s level of adjustment.
Margr patients who were ready to leave the hospital had no acceptable
home situation to which they could return. For these patients, Foster
Home Care was utilized as the means toward helping the patients return to
the community,1
1
Charles E. Fisher, Social Service Procedures. Social Work Service
Department. Veterans Administration Hospital, (Montrose, New York),
CHAPTER III
INFLUENCE OF FAMILY ATTITUDES ON DISPOSITIONAL PLANNING
This study was an attenpt to determine the influence of family atti¬
tudes on dispositional planning. In approaching the problem, the investi¬
gator carefiiLly perused recent studies on the subject in an attempt to
isolate a group of attitudes vAiich could be used as a guide in collecting
and analyzing her data.
Clausen, Yarrow, and Robbins, for instance, included fear and rejection
as two family attitudes frequently encountered in studying the mentally
111,^ Woodforic and Hayes, in writing on this same subject, mentioned fear
and guilt as attitudes on the part of relatives which impede the patient's
progress,^ Desey and Quinn included understanding and knowledge of the
patient's illness as factors influencing the attitudes of wives toward the
mentally ill husbands,^ The investigator used combinations of these and
other attitudes found in various literature in compiling a list of ten atti¬
tudes for use in collecting her data. These attitudes were noncooperation,
lack of understanding, hostility, fear, rejection, pessimism, domineering,
shame, guilt, and nonacceptance of the patient's illness.
In collecting the data, however, the investigator found evidence of
only five of the aforementioned ten attitudes. These five were used in
_
Marian Yarrow, John Clausen and Paul Robbins, op. cit,, pp. 33-34,
2
Nelson C, Woodfork and Frances K, Hayes, op, cit.. p, 34.
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Lelia C. Desey and Olive W, Quinn, "The Wife of the Mental Patient




deterniining the relationship between faniily attitudes and dispositional
planning. The five attitudes were fear, rejection, hostility, guilt and
lack of understanding. Since these attitudes were perceived by the social
worker as having negative influence, they were so classified. On the other
hand, the antonyms of these attitudes - nonfearful, acceptance, nonhostile,
nonguilty, and understanding - were perceived as having positive influence
and were classified as positive attitudes.
With regard to the family attitude, the records showed that in most
households there were usually more than one member of the family and con¬
sequently, there were variations and differences of attitudes shown by the
various members of the family. This immediately posed a problem in col¬
lecting and analyzing the data on the subject. The large number of
individuals in some families, the lack of information on the attitudes of
some members of the family and the absence of a close relationship with
the patient and concern or responsibility for the patient, as for instance,
a very young offspring, made it impossible for the investigator, within
the scope of this study, to collect data on the attitudes of each individual
in the family, and further to relate the diverse information to disposition¬
al planning. Furthermore, the feasibility of su^h an approach was questioned
vdien in perusing the study sample, it was found that dispositional plan¬
ning was seldom if ever affected by the constellation of family attitudes
but by the attitude of one or two dominant persons in the family around
virom the success or failure of a particular disposition would depend. These
persons usually were blood relatives or were boxmd to him by legal responsi¬
bility, as in the case of marriage. The investigator, with this in mind,
thou^t that the information could be more precisely presented by es¬
tablishing composite attitudinal groupings with regard to each family
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through the use of criteria that would eliminate the attitudes of members
whose attitudes had little or no effect on medical disposition while en¬
compassing the attitudes of those members that did have an effect upon dis¬
position. To accomplish this (l) only the attitudes of the family members
in the household from which the patient came and was expected to return,
or a household from which the patient did not come but to which he was
expected to return was considered, and (2) the investigator established a
composite attitudinal grouping on the basis of the attitudes of the in¬
dividual in the family, who, as revealed in the patient’s case record,
exercised a predominant influence upon the patient’s activities and future
plans. In the case of two members of the family seemingly exercising
equal influence, as for instance, father and mother, the attitudes of the
member shovring the greatest number of positives or the greatest nunber of
negatives was selected. In all instances, the member who seemed to
exercise the predominant influence, as aforestated, was the family member
who carried a ma,3or role in working with the hospital aroimd dispositional
planning.
As previously mentioned, five attitudes were evident in the case
records selected for study. The investigator recognized in compiling the
data that there were varyiiTg degrees of each attitude; however, the
records did not reveal sufficient information for the investigator to
clearly define the varying degrees of the attitudes. In an attempt to
facilitate collecting of data, the investigator, for purposes of this study,
set up criteria upon which the attitude was determined, for instance, vrith
respect to the attitude of understanding; if the family indicated some
comprehension of the patient’s behavior in terms of his illness and had
a tolerant and sympathetic attitude toward the patient, the attitude was
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considered to be \mderstanding. On the other hand, if the record showed
little or no comprehoision of the patient's behavior and there were obvious
evidences of lack of syn^jathy and intolerance, the family was seen as
having a non-understanding attitude. The following excerpt taken frcm a
case record illustrates an understanding family attitude:
Mr, M,T., a 25 year old, single, male patient with a
diagnosis of schizophrenic reaction, paranoid type was re¬
ferred to Social Work Service for Trial Visit planning. The
patiait's mother and sister were interviewed. The sister
felt that the patient had improved since his previous Trial
Visit, The family was considering employment for the
patient but made it clear that this was not in terms of
pushing him to do something but to give the patient some¬
thing to do while home so that he would not brood as he had
done on previous Trial Visits, Both the patient's mother
and sister felt his inability to find employment was the
reason for his brooding. The sister discussed the patient's
behavior with considerable degree of comprehension, and she
accepted this as part of his illness.
It can be seen in the above excerpt that the family indicated some
comprehension of the patient's behavior. They seemed to give the patient
freedom and were lenient with respect to his behavior. It was the social
worker's impression that the family had an understanding attitude toward
the patient.
The following excerpt illustrates a non-understanding family attitude:
Mr, W,A,, a 30 year old, married, male patient with a
diagnosis of schizophrenic reaction, paranoid type was re¬
ferred to Social Work Service for Trial Visit planning.
The patient's wife was interviewed, Mrs, W,A,, during the
process of the interview, reviewed only negatives in the
patient's behavior. She was reluctant to have the patient
home because she was not able to tolerate his behavior.
She nade excessive demands on the patient vdille he was
home on pass. During ter infrequent visits to the hospital,
she was not lenient with the patient and refused to make
any attempt to bear this behavior.
It can be seen in the above exceipt that there were obvious evidences
of little or no comprehension of the patient's behavior on the part of his
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wife. As she discussed the negatives in the patient's behavior, it was
the social worker's in?)ression that she was intolerant of and had an un¬
sympathetic attitude toward the patient, Mrs, W,A, stated that she did
not want her husband home because she could not tolerate him. From Mrs,
W.A's verbalization around only the negatives in the patient's behavior
and aroimd the demands she made on the patient, the social worker per¬
ceived the attitude to be non-understanding.
If the family did not exhibit hatred of the patient and there were no
indications of antagonism or ill will toward him, the family was seen as
having a non-hostile attitude tcward the patient. On the other hand, a
hostile attitude was indicated \dien the family expressed or esdiibited
hatred of the patient and shewed indications of antagonism and ill will
toward him.
The following excerpt illustrates a non-hostile family attitude:
Mr, A,J., a 38 year old, single, male patient with a
diagnosis of schizophrenic reaction, cabatonic type was
referred to Social Work Service for Trial Visit planning.
The patient's brother was interviewed. During the inter¬
view process, the brother spoke of the patient in warm en¬
dearing, friendly terms. He indicated the closeness be¬
tween them and spoke of the family as a closely knit group.
He was in accord with planning and indicated that the
social worker should continue with plans for Trial Visit,
It can be seen in the above excerpt that the brother did not exhibit
ill vdll toward the patient. It was noticed in the process of interviewing
that the brother in all instances described the patient’s and his relation¬
ship with warmth and did not express hatred toward the patient. This was
perceived of as a non-hostile attitude by the social worker.
In contrast to the above excerpt, the following case of Mr, W.A,, pre¬
viously mentioned under a non-understanding family attitude illustrates
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a hostile attitude:
Mrs, W,A,, the patient's wife wrote nvunerous letters
expressing her hatred for her husband. She openly called
attention to her resentment of him and of his family
dviring visits, Mrs, W.A, gave indication of being highly
irritated and annoyed with the patient. In her letters
to her husband, Mrs, W,A, used most vile langtaage dis¬
crediting him. She signed her letters "Miss" and used her
maiden name. In addition, she addressed her husband as"Mr,"
It can be seen from the excerpt that Mrs. W, A, expressed hatred for
the patient and showed indications cf antagonism. The worker interpreted
Mrs. A's use of her maiden name and
indications of hostility, Mrs. A's
verbalizations but also was seen in
stration shows expressed hatred for
fined as hostile.
Another attitude that showed up
her addressirg her husband as Mr. as
enmity was observed not only in her
her facial expressions. The illu-
the patient and the attitude was de¬
in the study was that of non-fearfiJ.,
If there were no expressions of ideas of being afraid that the patient
would do bodily harm to himself or to the family and there was no discerni¬
ble suspicion nor any expression of apprehension and anxiety over the
patient's retTiming home, the attitude was found to be non-fearful. The
following excerpt from a case record illustrates a non-fearful attitude:
Mr, W, C,, a 53 year old, narried, male patient with a
diagnosis of schizophrenic reaction, paranoid type was re¬
ferred to Social Work Service for Trial Visit planning. The
patient's wife was interviewed, Mrs, W.C, requested passes for
her husband and instigated Trial Visit planning. During the
interview process, Mrs, W.C. related how much she enjoyed her
husband when he was home on pass. She spoke of his behavior
in warm understanding tones and indicated that she felt com¬
fortable around her husband and would be happy when he would
be able to leave the hospital.
It can be seen in the above illustration that Mrs. W.C, did not show
ary signs of anxiety when her husband was home on pass. It is the investi-
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gator’s impression that Mrs. W.C.'s request for passes and Trial Visit was
indicative of her not being afraid of her husband. In view of no expression
of fear and no expression of apprehension and anxiety when the patient was
home, the attitude was considered to be non-fearful.
In contrast, if there were expression of ideas that the patient would
do bodily harm to himself or to family members and there were expressions
of suspicion, apprehension and anxiety over his return to the community,
the attitude was found to be fearfxil. The following excerpt from a case
record illustrates a fearful attitude:
Mr, C.D,, a 46 year old, sin^e, male patient with a
diagnosis of schizophrenic reaction, paranoid type was re¬
ferred to Social Work Service for Tridl Visit planning.
The patient's mother was inteinriewed, Mrs. D, seemed to
be fearful that her son might harm her daughter and grand¬
child. Mrs. D, spoke of being unable to sleep at night
becaxBe she was afraid her son would become aggressive.
During the interview process, she referred to the period
prior to his hospitalization when he would stand over her
bed and say that he was going to kill them. She made an
effort to express stror^ly her fear of her son and described
many occasions when she had left home to sleep at a friend’s
or relative’s home because of the anxiety she felt over what
the patioit might do to harm her.
Mrs, D, expressed extreme mistrust of her son. It can be seen in the
illustration that the mother was afraid that her son would do bodily harm
to the family. Her anxiety, sispicion and apprehension are clearly pointed
up in her leaving home at ni^t.
Still another attitude which shewed up in the study was that of accept¬
ance, An accepting attitude was when the family was willing to receive *
the patient home and showed no reluctance to do so. In addition, the family
had in no way forsaken the patiait during illness.
The followirg case excerpt illustrates the family attitude was
accepting:
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Mr. J.L., a 39 year old, married, male patient vdth a
diagnosis of schizophrenic reaction, paranoid type and an
additional diagnosis of tuberculosis vfas referred to Social
Work Service for Trial Visit planning. The patient's
mother was interviewed. When told the hospital was con¬
sidering Trial Visit for her, Mrs, L, wept as she related
how lonesome she had been without him. During the interview
process, she spoke of being prepared and willing to have
her son home at any time. She spoke of him in a warm,
affectionate way and expressed belief that he would be
happier out of the hospital and she would be happy if he
were home with her.
It can be seen in the above excerpt that the mother was willing to
accept her son home. It was noticed that as she affectionately reminisced,
her facial expression was one of elation. She made no demands and re¬
peatedly informed the worker of how much happiness her son's being home
would bring her. It was the social worker's iiq^ression that having her
son return to live with her was one of ^^^s. L's most ardent desires since
she was getting old and wanted to be close to him* Mrs, L, had maintained
a close relationship with the patient during his illness and because of
her willingness to have her son home, the social worker perceived the atti¬
tude to be one of acceptance.
In contrast to the above mentioned attitude of acceptance; when the
record indicated the family refused or was reluctant to receive the patient
home and had forsaken him, the attitude was considered to be rejecting.
The following case excerpt illustrates a rejecting family attitude:
Mr, R.G,, a 27 year old, single, male patient with a
diagnosis of schizophrenic reaction, paranoid type and an
additional diagnosis of tuberculosis was referred to Social ^
Work Service for Trial Visit planning. The patient's
sister was interviewed and wotild not give her consent for
hospital departure even in Foster Home Care, During the
process of interviewing, she alluded to the fact that she
would fight our medical plan, and if necessary would seek
Congressional pressure to bring about her brother's remain¬
ing in the hospital. The patient's mother had refused to let
him live with the family during his childhood. He had been
20
placed in the home of his father’s secretary because the
mother had taken a dislike to him because he had red
hair. The sister was a brunette. The patient had gone
to the hoHE of his aunt who refused to let him in and
had called the police. She let the worker knew that they
did not want the patient home.
It can be seen in the above illustration of a rejecting family atti¬
tude that the patient had had a history of familial ostracism which per¬
sisted throu^out his hospitalization. The family not only rejected having
the patient home, but also prohibited having him leave the hospital. Mr.
R.G.'s family refused to accept him home and showed no reluctance to ex¬
pressing their discountenance and rejection of the patient.
The last of the five attitudes which evolved out of the study was that
of non-guilty. When it was indicated that the family in no way felt re¬
sponsible or blamable for the patient’s illness or felt it had neither be¬
fore illness nor during hospitalization committed a breach of conduct
toward the patient, it was considered to be a non-gailty attitude. The
following excerpt illustrates a non-guilty family attitude:
Mr. H.W,, a 34 year old, single, male patient with a
diagnosis of schizophrenic reaction, paranoid type vra,s
referred for Trial Visit planning. The patient’s mother
was interviewed. Mrs. W. spoke of her son’s exemplary
behavior and spoke with pride that she had reared him to
be well-behaved. She had continued her love for and in¬
terest in her son during his illness and had sou^t to do
everything to assist in his getting better.
From the above illustration, the worker gathered that Mrs. W. had a
non-guilty attitude toward her son. It was the worker’s impression that
Mrs. W,'s continued positive treatment of the patient was indicative of
her not blaming herself.
In contrast to the above non-guilty attitude, when it was indicated
from the record that the family felt responsible and blamable for the
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patient's illness and felt it had either before illness or during hospitali¬
zation committed a breach of conduct toward the patient, it was considered
to have a guilty attitude. The following case excerpt illustrates a guilty
family attitude;
Mr. J.C., a 31 year old, single, male patient with a
diagnosis of schizophrenic reaction, paranoid type was re¬
ferred for Trial Visit planning# The patient's aunt was
interviewed. Mrs, Y, had raised the patient since he was
ten months of age. During the inteinriew, she expressed
the possibility that she felt that she was responsible for
the patient's illness. He had not had any male supervision
and she felt this might have contribvited to his having be¬
come an alcoholic. Mrs. Y. stated that she might have been
over indulgent and over protective of the patient.
It can be seen in the above excerpt that the family attitude was that
of guilt. The patient's amt blamed herself with respect to how she had
reared her nephew. In addition to this, she expressed culpability over not
having a male figure in the household. It was also pointed out that Mrs.
Y. felt responsible for the patient's having become an alcoholic.
As expected, these attitudes came in various combinations; for in¬
stance, in some records the family attitudes were found to be that of
understanding, non-hostile, non-fearful, accepting and non-guilty. In
others, the family attitudes were fomd to be non-understanding, hostile,
non-fearful, rejecting and guilty. Still other records shovj-ed the family
attitudes were mderstanding, non-hostile, fearful, accepting and non-
guilty, In tabulating her data, the investigator found that there were
many different combinations of attitudes; but a more careftil study revealed
that there were eleven distinct categories representing the various com¬
binations of attitudes.
Two of these combinations were fomd to consist of either all positive
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or all negative attitudes and could be grouped compositely as all positive
or all negative.
The other categories represented a multiple of combinations but a care¬
ful analysis showed the remaining nine categories were either predominate¬
ly positive or predominately negative; that is, a majority of the afore¬
mentioned five attitudes were predominately positive or predominately
negative. For instance, one combination showed attitudes of understanding,
non-hostile, accepting, non-guilty bxit fearful. Here, four of the atti¬
tudes were positive while only one was negative. This combination of
attitudes was classified as predominately positive. In contrast to this,
one combination showed attitudes of understanding, non-feai*fiil, hostile,
rejecting and guilty. Here, we have three negative and only two positive
components. Any category having at least three otit of five positive atti¬
tudes, for purpose of this study, was considered predominately positive.
Conversely, any category having at least three out of five negative atti¬
tudes, inspite of the presence of seme positive attitudes, was considered
to be predominately negative, Throu^ this msthod, the remaining nine
attitudinal categories were reduced to two, predominately positive and pre¬
dominately negative, which with the categories of all positive and all
negative attit\Jdes, as previous delineated, served as the four attitudinal
categories used as basis of determining the effect of family attitudes
upon dispositional planning. It was felt by reducing the multiplicity of
information into the four attitudinal categories of all positive, predomi¬
nately positive, all negative, and predominately negative that a far
simpler analysis could be made between family attitudes and planning.
The purpose of this study was to show the influence of family attitudes
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on dispositional planning. One way of getting at this was to relate the
disposition of each case to the four attitudinal categories.
As mentioned in Chapter II, the Medical Staff in considering the
patient for release or discharge from the hospital has four alternatives,
depending on the medical condition of the patient and his environmental
sitrat ion. The patient can be (1) discharged in his own custody as having
obtained the greatest benefits from the hospital, (2) placed on Trial Visit
in his Own Home, (3) placed on Trial Visit in a Foster Home or (4) retained
in the hospital because of regression of the patient or because of the in¬
ability to effectively plan to utilize the aforementioned three dispositions.
The disposition and method of disposition, in itself, sr:ggests certain
conclusions. For instance, a Maximum Benefit Discharge, at least theoreti¬
cally, suggests that the patient has improved to an extent that the hospi¬
tal feels that he is ready to assume his own custody regardless of the
existence of negative factors in his environmental situation. This is con¬
sidered one of the more desirable methods of hospital release. Trial Visit
to the patient's own home, also a more favorable disposition, suggests
that (1) the patient's illness has in^sroved to a point that he is ready to
return to the community and (2) that the patient's family is ready or
partially ready to accept the patient. Trial Visit in a Foster Home suggests
(1) that patient is deemed ready to return to the commuinity but becatse of
the absence of responsible relatives or because the attitudes of the rela¬
tives are of such that the possibility of an adjustment is highly improba¬
ble, a substitute hcane has to be considered. The cessation of plans for
the patient's return to the community suggests (l) that either the patient's
condition has regressed or (2) his family situation and his attitude is of
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such that neither of the aforementioned alterratives for release can be
considered,
VHiile many factors xmdoubtedly influence the Medical Staff's decision
with respect to release and the method to be used, the investigator felt
that by isolating and studjring family attitudes in relation to disposition¬
al planning significant knowledge might be gained in this area.
It was felt that by viewing the four dispositions - Maximum Hospital
Benefit Discharge, Trial Visit Own Home, Trial Visit Fester Home and No
Disposition - in the aforementioned manner that a more objective analysis
could be made between family attitudes and dispositional planning.
Table 1 shows the relationship between family attitudes and disposi¬
tional planning.
TABLE 1










All Positive 1 7 - 1 9
Predominately
Positive 1 2 - 1 4
All Negative 2 2 3 10 17
Predominately
Negative 2 2 2 4 10
Total 6 13 5 16 40
It can be seen from Table 1 that of the forty cases selected for study,
six were discharged from the hospital after having received Maximum Hospi¬
tal Benefits; thirteen went on Trial Visit to their Own Homes; five went
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on Trial Visit to Foster Homes, and there were sixteen in which there was
No Disposition,
Table 1 reflects the possible influence of family attitudes on dispo¬
sitions. It can be noted that of the nine cases with all positive attitudes,
one was discharged from the hospitalj seven went on Trial Visit to their
Own Homes; none went on Trial Visit to Foster Homes and there was one case
in which there was No Disposition, Since Maximum Hospital Discharge and
Trial Visit Own Home were considered two of the more favorable forms of
dispositions, it can be seen that there is significant relationship between
positive family attitudes and the frequency of the two more favorable
dispositions.
This is further substantiated when dispositional planning is seen in
relationship to the predominately positive attitudes. Here it can be seen
that of the four cases with predominately positive attitudes, one was dis¬
charged from the ho^ital; two were placed on Trial Visit Own Home status;
none went on Trial Visit in Foster Homes and there was only one case in
which there was No Disposition,
With regard to all negative attitudes, it can be seen from Table 1 that
of the seventeen cases, falling within this group, there were ten in which
No Disposition was nade. Three cases were placed on Trial Visit in Foster
Homes; while two were discharged and two were placed on Trial Visit Own
Home status. Since No Disposition is considered the least favorable form
of disposition, it can be seen that there is a significant relationship
between negative attitudes and the least favorable disposition. It should
be noted that the four cases which were exceptions to the trend will be
looked at later in a more thorough manner.
The trend is further substantiated when dispositional planning is seen
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in relationship to predominately negative attitudes. Here, it can be
seen from Table 1 that of the ten cases with predominately negative atti¬
tudes, there were four in which there was No Disposition made; while two
were placed on Trial Visit in Foster Homes, Of the remaining four cases,
two were discharged from the hospital and two were placed on Trial Visit
Own Home status. The two cases which were discharged from the hospital and
the two cases vdiich were placed on Trial Visit Own Home will be discussed
in detail since they represent exceptions to the trend.
All Positive Attitudes
While Table 1 gives an overall picture of distribution of disposition¬
al planning according to attitudes, the investigator recognizes that a
clearer picture can be seen when the cases are looted at in detail through
a representative number of cases falling into each attitudinal category.
As was previously indicated in Table 1, of the nine cases which fell into
the all positive attitudinal category, seven were placed on Trial Visit
in their Own Homes,
The following case presentation illuistrates one in which there were all
positive family attitudes and in which the disposition was Trial Visit to
his Own Home:
Mr* W,C,, a fifty year old, married male with an ad¬
mission diagnosis of schizophrenic reaction, paranoid type
was admitted to the hospital on 4-30-51* The case referred
to Social Work Service on 10-3-57 by the ward physician for
Trial Visit planning. Since the patient was married, it
was recommended that Trial Visit to his Own Home be con¬
sidered* The patient's wife was interviewed for the pur¬
pose of determining her attitude toward planning.
Mrs, W, C* was quite cooperative during the initial
interview and was eager to discuss planning with the worker.
She expressed interest in taking her husband home for
longer durations than three day passes, Mrs, W,C* stated
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that if the Medical Staff felt Trial Visit would be more
therapeutic for her husband she was willing to have him
home with her. As she related incidences with respect
to her husband's behavior, she placed more emphasis on
her knowledge, recognition and understanling of this be¬
havior. She continued to visit her husband during
hospitalization and exhibited an understanding of his
behavior while he was in the hospital.
As Mrs, W,C, discussed her husband, she related her
efforts to treat him in an Tinderstanding manner. She remi¬
nisced affectionately about their relationship and pointed
out that her feelings toward him were positive. She let
the worker know that she was not afraid of her husband and
that she did not feel guilty with respect to his illness.
She stated that since their marital relationship was
affectionate, she did not feel that this had precipitated
her husband's illness.
It can be seen in the above illustration that the patient's wife had
an understanding attitude toward her husband. It was the worker's im¬
pression that Mrs, W,C, was in no way hostile toward her husband. Since she
expressed interest in taking her husband home on pass for longer durations,
it was the worker's impression that Mrs, W.C. was accepting of her
husband. It can be seen also that Mrs, W.C, did not feel responsible for
her husband's Illness and did not express any guilt feelings with respect
to this. She let the worker know that she was not afraid of her husband.
Her willingness to cooperate in planning and her frequent and continued
visits to the hospital indicated her acceptance of the patient. Because
the worker perceived the attitudes to be all positive, Mr, W.C, was granted
Trial Visit to his Own Home,
Another case illustrating all positive family attitudes was that of
Mr, G,G,:
Mr, G,G,, a 25 year old, single, male patient with a
diagnosis of schizophrenic reation, paranoid type was ad¬
mitted to the hospital on 8-30-55, He had been in the
hospital three years iidien he was referred to Social Work
Service by the ward physician for Trial Visit planning.
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The patient’s mother was interviewed by the worker.
The mother stated her husband had died in 1937*
Mrs, G, appeared to be a warm, giving, under-
starri ing woman vho had yielded to her son's request that
she not remarry. She had been conteirplating marriage
but felt that since her son had become mentally ill> she
would not remarry until she saw how much progress he was
making. As Mrs, G. discussed her son's behavior, she
described the negative aspects of his behavior in an
understandirg manner. She mentioned his eating habits but
was xmderstanding that this was due to his illness, Mrs,
G, did not give any indication of hostility toward her
son. As she discussed how pleased she would be if Trial
Visit was granted, she let the wcrker know that she would
not pressure him while he was home,
Mrs,, G,, althou^ not expressing any guilt over her
son's illness nor any guilt feeling toward him, felt she
might have overprotected him because he had been a sickly
child. However, she did not seem to feel guilty over
having overprotected him nor did she feel this might have
in any way been responsible for his illness.
It can be seen in the above illustration that Mrs, G, did not negate
the fact that there were negatives in her son's behavior, but looked at
these with an understanding attitude. It was the worker's impression that
Mrs, G, was accepting of her son by the way she expressed pleasure over
the possibility of Trial Visit, Since she gave no inciations of hostility,
the worker felt her attitude was non-hostile. Even though the case
record indicated Mrs, G, felt she had overprotected her son, the worker did
not get the in^) ressi on that she felt guilty with respect to his illness
or to how she had treated him.
Because the social worker perceived the family attitudes to be all
positive. Trial Visit was granted.
The follo-zing case presentation illustrates one in vdiich there were all
positives and in which the disposition was Maximum Hospital Benefit
Discharge:
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Mr. B.L., a 29 year old, married, male patient was
referred initially for Trial Visit planning. The patient's
v/ife was involved in planning, Mrs. B.L. lived in the
West which was taken into consideration before presentation
of patient to staff for disposition,
Mrs. B.L. was a warm, giving person who has shown her¬
self to be the steadying partner in the marriage. Mrs.
L. was aware and understanding of her husband and his needs.
There seems to be a great attachment between Mr. and ^Irs.
L. and a willingness and desire to make a success of their
marriage. During the interview she expressed no fear of
the patient nor did she exhibit any hostile feelings toward
him, Mrs. L. took her husband home frequently on passes
and stated both she and her husband were comfortable aind
happy vfhen he was home. Mrs. L. wanted her husband home
very much.
It can be seen from the above case illustration that the family atti¬
tudes were all positive. Mrs. B.L, had an xinderstanding attitude toward
her husband and was very accepting of his coming home on Trial Visit,
There were also indications of no hostility and no guilt. Since the atti¬
tudes were considered by the worker to be all positive and the wife lived
in the West, the patient was granted Maximum Hospital Discharge, It
should be pointed out that the Maximum Hospital Benefit Discharge was
favored because the Medical Staff felt the patient was psychiatrically
well enough to separate completely from the hospital but also because of
the distance of the home from the hospital.
Another case which fell into this category was that of Mr. L.J,, a 39
year old patient. The follo^dng case illustration is one in which there
were all positive attitudes and in which there was No Disposition made of
the case. It points out also other factors having had an influence on
the disposition:
I-Ir. L.J,, a 39 year old, married,male patient with a
diagnosis of schizophrenic reaction, paranoid type was re¬
ferred to Social Work Service for Trial Visit planning
with the patient's mother who lived in the South. Mr. L.J,
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had married a French woman who remained in Paris when
he returned to the United States, The worker communi¬
cated with the patient's wife who expressed acceptance
of and interest in the patient. Through a friend of the
patient's wife, the worker learned that the patient and
his wife had separated prior to his leaving Paris. Trial
Visit planning, however, was being considered with the
patient's mother. Contacts were made by the Regional
Office worker who visited the mother to discuss Trial Visit
planning. During the planning period which extended over
five months, the worker found the mother to be cooperative
and accepting of her son. Mrs, J. wept as she talked
affectionately about her son. She described her wanting
him home in wai*m terms and felt he would be happier with
her than in the hospital. As she continued to talk of her
son, she described her feelings as neither hostile nor fear-
fxil. When the worker explained the patient's physical and
mental conditions, the mother was understanding and ac¬
cepting of them. Mrs. L.J. was quite concerned when after
considerable time she did not hear frcm the worker. During
this time, Mr. L.J. had been approved for Trial Visit with
his mother but he was not accepting of going to the South
on Trial Visit and requested that he remain in the East,
Planning around this did not materialize and the case was
closed. After the case was closed, the patient refused to
take his medication and refused to eat. He became agitated,
suspicious, delusional and was subsequently transferred to
a closed building.
The above case points out that the patient's mother was understanding
and accepting of him. There were no hostile feelings toward her son and
no guilt with respect to his illness. The patient even though he did not
express negative feelings toward his mother rejected the plan to retuirn
to the South, Mr. L.J., it would seem, would have been placed on Trial
Visit in his Ovm Home had he not objected to returning to the South. The
data seem to indicate that the disposition was made not on the basis of
the mother's positive attitudes but on the patient's desire to remain in
the East and on the hospital's immobility to effect plans that would meet
the patiait's approval.
Predominately Positive Attitudes
As previously shown in Table 1, four cases fell into the predaninately
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positive attitudinal category. Of these four cases, one was Discharged,
two were placed on Trial Visit in their Own Homes, none were placed on
Trial Visit in Foster Homes, and there was one case in which there was No
Disposition, The following case illustrates one in which guilt was the
only negative attitude and the disposition was Trial Visit in his Own Home:
Mr, T,M,, a 25 year old, single, male patient with a
diagnosis of schizophrenic reaction, paranoid tjrpe was ad¬
mitted to the hospital on 2-5-57. He was referred to
Social Work Service for Trial Visit planning. The patient's
sister and mother were interviewed. They both were willing
to accept the patient home on Trial Visit and cooperated
with the worker. During the interview, the patient's
mother expressed extreme guilt toward the patient and
mentioned her tendency to treat him as a child. She ex¬
pressed the feeling that she had been responsible for his
illness.
It can be seen fttmthe above illustration that the family was willing
and accepting of the patient. The patient's mother was extremely guilty
because of her feeling that she was responsible for his illness. The case
illustrates that the presence of predominately positive attitudes substanti¬
ates the likelihood of a more favorable disposition. The patient was
placed on Trial Visit with his family. This, again, substantiates the in¬
fluence of predominately positive attitudes on the disposition vdiich in
the above case was one of the more favorable. Trial Visit Own Home,
Another case which fell into the predominately positive category, also
was granted Trial Visit Own Home status. In contrast to the case of Mr,
T,M,, hcvrever, the family of Mr, G,L, exhibited all positive attitudes
tcward the patient except the negative attitude of fear. The following
case illtistration points up the influence of predominately positive atti¬
tudes on the disposition:
Mr, G,L,, a 29 year old, single, male patient with a
diagnosis of schizophrenic reaction, paranoid type was ad-
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mitted to the hospital on 9-25~52* He had had one pre¬
vious Trial Visit which resulted in his being returned
to the hospital. The patient’s mother was involved in
Trial Visit planning, Mrs, L, felt her son had been
sent home on the previous Trial Visit before he was well
enough to leave the hospital. Her fear was expressed in
terms of his behavior during his last Trial Visit, As
has been previously mentioned under the description of
the specific attitude of fear, Mrs, L, left home on many
occasions because of her fear that her son would harm her.
She was quite apprehensive about his past behavior.
As Mrs. L, discussed her feelings toward her son, she
mentioned that the father was deceased and she had re¬
married since the patient had been in the hospital. She
described the patient's behavior after the death of his
father stating he wanted to be the father and really felt
that this shoiild have been his role. She talked of the
difficulty she had in convincing her son that he was too
yourg to accept this responsibility, Mrs, L, felt her
son's inprovemert had been due to some extent to her re¬
marriage as he had been overly concerned about her after
the death of the father. She also felt her son's mental
condition had improved since hospitalization and felt this
behavior was the best she had observed since the patient's
childhood days. Mrs, L, and her present husband stated
there would always be a place for the patient in their
household.
It can be seen from the case that Mrs. L, was extremely fearful of
her son; however, she was understanding and accepting that his condition
had improved and did not permit this fear to foster rejection to the
patient.
The predominance of positive attitudes influenced the disposition in
the following case which is one in which the disposition was Maximum
Hospital Benefit Discharge:
Mr. M.W., a 41 year old, single, male patient with a
diagnosis of schizophrenic reaction, paranoid type was re¬
ferred to Social Work Service for Trial Visit planning.
The patient's mother lived in the Soiith which was con¬
sidered in the pre-planning. The mother talked freely
of her feeling that the patient blamed her for his mental
condition. She was extremely guilty over plans she had
made for her son and felt that he had had the ability to
succeed. She felt that she had pushed him too much. As
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she talked, she related that her son had told her that
she needed to see a psychiatrist. She verbalized her
guilt geelings over her son's having told her that she
had been too stern vd.th him and too demanding of him.
With respect to her apprehension, Mrs, W. stated that
she dreads the anxiety she feels when her son is home.
Because of these extreme guilt feelings, she became
more anxious when her son was in the home and she also
feared him because of his feelirg that she was responsi¬
ble for his mental condition.
It can be seen in the above illustration that there were two negative
attitudes - guilt and fear - and three positive attitudes - understanding,
acceptance and non-hostile. The fact that the family lived in the South
may have influenced the Maximum Hospital Benefit Discharge. The Medical
Staff, however, felt the patient's psychiatric condition had improved to
the extent that he could be discharged from the hospital.
One case with predominately positive attitudes fell into the least
favorable disposition. No Disposition, The following case in which there
was one negative attitude, non-understanding and four positive attitudes
shows the influence of other factors on the form of disposition:
Mr. C,F., a 67 year old, single, male patient with a
diagnosis of schizophrenic reaction, paranoid type was
admitted to the hospital on 12-11-52. The patient's
brother and sister were involved in planning for Trial
Visit, During the interview, they expressed no hostility
nor fear of the patient. They did not feel gtiilty with
respect to his illness and were accepting of his coming
to their home on passes. They stated they did not have
adequate living quarters for the patient. During the in¬
terview, it was obvious that they did not understand the
patient and stated they believed that since he had spent
most of his adiilt life in the hospital, there was little
chance of his being able to adjust satisfactorily outside
a hospital setting. The worker discussed Foster Home Care
with them but th^rejected this plan. Since the family
and the patient were rejecting of Foster Home Care and
because of the worker's inability to effect plans that were
acceptable, there was no disposition made of the case.
It can be seen in the illustration that the family did not have an \mder-
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standing attitude toward the patient. More significant, however, was the
fact that neither relative had adequate living quarters for the patient and
both the family and the patient rejected Foster Home placement.
Negative Attitudes
As previously shown in Table 1, seventeen of the forty cases fell into
the all negative category. The data Indicated there was a correlation be¬
tween negative attitudes and the dispositions. In ten of the seventeen
cases with all negative attitudes, there v^as No Disposition made of the
cases. The following case illustrates one in which the family attitudes
were all negative and the disposition was No Disposition;
Mr, W,A,, a 30 year old, married, male patient with a
diagnosis of schizophrenic reaction, paranoid type was ad¬
mitted to the hospital on 10-13-53, The case was referred
to Social Work Service on 9-10-57 for Trial Visit planning,
Mr. A, had had one unsuccessful Trial Visit duiring which
time he married a woman who had two illegitimate daughters.
There was a history of rejection by the patient's
mother whom the father had deserted. The mother subsequent¬
ly deserted the child leaving him in the West Indies with
his paternal grandmother. All came to Eastern United States
to live and the patient became ill again and was admitted
to the hospital. When Trial Visit was again considered,
the plan was to send the patient back to the West Indies
Islands, This was his request because of his rejection by
his mother and his unfavorable marital situation. The
plans had been nade and the patient again was about to leave
the hospital. His wife met him and influenced him not to
go to the Islands. The wife, then accused the worker of not
involving her in the planning and suggested the patient come
to live in the East on Trial Visit, After the worker began
involving the wife, the patient began successfuil three day
passes. During the continuation of Trial Visit planning, the
patient's wife who was seen on a bi-monthly basis began to
ventilate her hostility and total rejection of the patient.
While the patient was home on pass, Mrs, A. becan^ pregnant
and then became very demanding of the patient for attention
and mainly for money. She became the dependent one and ex¬
pected the patient to make every effort to understand her
rather than she try to understand him. In interview, she
discussed all negatives in the patient's behavior and made
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no effort to understand this behavior. Mrs, W.A. was not
in accord with planning to the V/est Indies; yet she would
not accept the patient home and requested the worker to
tell him.
Several times at the request of the patient, Mrs, 'W,A,
requested passes but each time she demonstrated her re¬
jection of and hostility toward her husband. After each
visit, she wrote rejecting, hostile, obscene letters to the
patient accusing him of neglecting his responsibility,
Mrs, W,A, had negative feeling toward the patient’s
family and after the patient had visited his mother on one
occasion while home on pass, she wrote many obscene, hostile
letters. She signed these letters Miss K,I, and wovild ad¬
dress her husband as Mr, W.A,
Mrs, W.A, did not keep her promises to visit the patient
and told him all he was interested in was having sex inter¬
course every day and night.
Mrs, W,A, let the worker know she was afraid of her
husband and feared he would harm her six year old daughter.
As she talked of this fear, she continued to ventilate
hostility toward the patient. She expressed guilt feelings
over this and had a need to defend herself. The worker
continued working with Mrs, W,A,’s negative feelings. She
did not want to give the patient up because she was preg¬
nant and was dependent upon his compensation. She did, how¬
ever, tell him that he knew who the mother of the unborn
child was but he did not know who the father was. In all
her letters to the patient, she expressed rejection of the
patient.
It can be seen in the illustration that the attitudes were all nega¬
tive, As a result of the total rejection on the patiait's wife. No
Disposition was made of the case. The patient became hostile on the ward
and acted out by striking an aide. He continued to regress after each
rejecting letter and became delusional. The case showed total rejection,
no understanding, openly expressed hostility, fear as well as guilt.
Table 1 also shaded three cases with all negative attitudes that were
placed on Trial Visit in Foster Homes, With respect to these three cases,
the data indicated the total rejection on the part of the family and their
refusal to accept the patient brought about Foster Home Care placement.
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Because of the clear indication of rejection and obvious influence of
family attitudes, the investigator did not feel it necessary to give illu¬
strations of the cases falling into this category.
Two of the seventeen cases with all negative attitudes were placed on
Trial Visit in their Own Homes, The following case illustrates one in
which there were all negative attitudes and the disposition was Trial
Visit Own Home:
Mr, G,S,, a 48 year old, married, male patierit who had
been hospitalized since 1950, had a diagnosis of schizophrenic
reaction, paranoid type. The patient’s wife was involved in
planning and was reluctant to accept medical advice. She
seemed obsessed with the dilemma of the causes of her htisband's
illness and demonstrated no understanding of him, Mrs, G,S,
was markedly concerned that the compensation had been reduced.
She was more concerned with the material implications of her
husband's release and showed no positive feeling toward him.
In spite of her carefulness not to express openly her hostile
and fearfiol attitudes, these were easily disceroi>le by the
worker. Mrs, G.S.'s persistence with respect to the causes
of her husband's illness suggested that she felt guilty and
associated herself with the cause of her husband's i!lJ.ness,
Her insistence for release in spite of her all negative feelings
brought about the Trial Visit Own Home disposition.
This case points out that the wife was more interested in the monetary
gains that she expected from her husband's release. She mentioned the
possibility of her husband seeking employment not in terms of its being
therapeutic but in terms of the monetary gains. The case points up also
that insistence by the wife for the patiert 's release even though the
worker perceived the all negative attitudes brought about a more favorable
disposition. Trial Visit-Own Home,
The follov^ing case further illustrates the relationship between all
negative attitudes and Maximum Hospital Benefit Discharge:
Mr, C,C., a 46 year old, single, male patient who had
been hospitalized for four years was referred for Trial
Visit planning. The patient's mother and sister were in-
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volved in the planning for Trial Visit. There was abso¬
lutely no imderstanding of the patient and Mrs, W,, the
patient's sister, was narkedly concerned about her brother's
talk of sex. She was also fearful because he had on several
occasions referred to her as his wife. She stated that she
did not know how to handle this situation. As Mrs, W. ex¬
pressed fear of the patient, she mentioned her inability to
sleep at night.
Mrs, D,, the patient's mother, expressed great fears
over having her son return to the community. She seemed to
be fearful that he would harm her daughter and grandchild.
She recalled her son standing over her and threatening to
kill them. The family seemed to be torn between their loyal¬
ty to the patient and responsibility to the other members of
the family, Mrs, ¥, and Mrs, D. were very definite about not
wanting Mr, D, home on Trial Visit and requested that the
worker let the staff know that they felt strongly about not
having him.
It can be seen that the family attitudes were all negative. Because
of these negative attitudes, the patient could not return to his own home
however, since the Medical Staff felt hospital departure was indicated,
the patient was granted Maximum Hospital Benefit Discharge in his own
custody and resided in the Y.M.C.A.
Predominately Negative Attitudes
As Table 1 indicated, ten cases fell into the predominately negative
category. As previously mentioned, in four of these cases there was No
Disposition. The follovn.ng case illustrates the influence of predominate
ly negative attitudes on disposition:
Mr, A.F,, a 38 year old, single, male patient with a
diagnosis of schizophrenic reaction, paranoid type was
referred for Trial Visit planning. The patient's brother
was interviewed, Mr. F., the patient's brother, felt it
was unwise to have the patient home. In fact his words
were "It's impossible," He mentioned nun^rous occasions
on which the patient's strange behavior was mbearable.
He stated his reluctance to have the brother home was
due in part to the lack of understancdng of the patient's
behavior.
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The brother was very apprehensive about having the
patient home. He explained that vdien the patient was on
convalescent care from a state hospital, he masturbated
openly, exposed himself and just sat around idle. As he
continued to discuss his fear of having the patient home,
he stated his wife also was apprehensive and not accepting
of the patient. They were willing to take the patiait
home on weekends and did so, T/ftien the patient was home,
he adjusted and displayed no incidents of inappropriate
behavior. This created guilt feelings on the part of the
family who still rejected Trial Visit with them. There
was no indication of a hostile attitude toward the patierib
and as the brother talked, he ventilated more lack of under¬
standing and rejection rather than hostility.
As can be seen in the above illustration, the family's predominately
negative attitudes of fear, non-understanding, rejection and guilt were
revealed. There was No Disposition made of the case. This again, sub¬
stantiates the influence of predominately negative attitudes on the form
of disposition.
As previously showed in Table 1, two cases which fell into the pre¬
dominately negative category were placed on Trial Visit Foster Home, The
follcwing case illustrates the influence of negative attitudes on this
disposition:
Mr, C,A,, a 39 year old, single, male patient with a
diagnosis of schizophrenic reaction, paranoid type was
refen?ed to Social Work Service for Trial Visit planning.
The patient's mother was interviewed, Mrs, A,, the
patient's mother, seemed to be absorbed in her own prob¬
lems, During the interview process she acted indifferent
toward planning and intolerant of her son. Whenever dis¬
cussing the son, she displayed no understanding of his
needs or his behavior. As she discussed her lack of in¬
terest, deprivation of the patient's material and emotion¬
al security were revealed. She was not afraid of the patient
but was reluctant to accept him. The records indicated
she had been a disrupting influence on her son throughout
his hospitalization, Mrs, A, described how she had manipu¬
lated the patient and how she persisted in having her own
way.
As can be seen in the above illustration, Mrs, A.'s attitudes were pre¬
dominately negative, she had no understanding of the patient's needs or
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his behavior and manipulated the patient in order to have her own needs
met. She rejected having the patient home and it was the worker’s impres¬
sion that she felt guilty over her treatment of and attitude toward her
son. Even thou^ she was not fearful, this did not greatly influence the
other predominately negative attitudes. The Medical Staff felt Mrs, A,
would continue to have a disrupting influence on the patient and placed
him on Trial Visit in a Foster Home,
Two cases which fell into the predominately negative category were dis¬
charged from the hospital. The following case illustrates the influence
of these negative attitudes on the disposition:
Mr, M.C., a fifty year old, single, male patient with a
diagnosis of schizophrenic reaction, paranoid type was re¬
ferred for Trial Visit planning. The patient's sister was
interviewed, Mrs, B, was reluctant to assume responsibility
for Trial Visit because she felt she woiiLd not know how to
deal with problems that might arise, Diiring the inter¬
view, she discussed the patient's behavior and often inquired
as to why he acted the way he did.
The patient's sister did not exhibit any hostile feelings toward him
and was not fearful of him. She did state he might be a bad influence on
her children, Mrs, B, exhibited her feelings of rejection and expressed
this by letting the worker know her brother had been a failure. She also
stated her husband had forbidden her to accept the patient home on Trial
Visit, She let the worker know the other relatives were not interested in
the patient but had no objection to his being discharged in his own custody.
The family, she stated, felt Mr, C, was a disgrace. She did exhibit some
guilt with respect to the family’s refusal to accept Mr, C, home.
It can be seen from the case illustration that Mrs, B, lacked under¬
standing of the patient’s behavior. Even though the case record indicated
she was neither hostile nor afraid of her brother, she was rejecting of
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him and refused to accept him home on Trial Visit. It was the worker’s
impression that since the family had no objection to the patient's dis¬
charge in his own custody, this more favorable disposition was made.
In two of the ten cases with predominately negative attitudes, the dis¬
position was Trial Visit Own Home. The following case illustrates the re¬
lationship between the predominately negative attitudes and this disposition
Mr, K.R,, a 31 year old, single, male patient who had
been hospitalized for five years was referred for Trial
Visit planning. The patient's father and mother were in¬
terviewed, The father did not understand his son's be¬
havior and described situations which pointed out this
quite clearly. The father would reprimand his son with
respect to his behavior in the presence of his friends.
He related that one friend had told him he should be more
understanding toward the patient and should realize he was
mentally ill. The father, however, felt he could do more
for the patient than the hospital.
Both the mother and the father felt comfortable and
not afraid of the patient. They were willing to take him
home on pass on Trial Visit. They seemed less under¬
standing rather than hostile toward the patient. They
felt it would be better for the patient not to be in the
same city with the family. The father felt it was unfair
to have his son remain in the hospital.
It can be seen in the above case illvistration that the family's atti¬
tudes were predominately negative. Even though the family was not under¬
standing of the patient's behavior and were not afraid of him, they
rejected him. They were influenced to accept the patient more by their
guilt feelings rather than genuine acceptance. It was the worker's im¬
pression that the more favorable disposition. Trial Visit Own Home, was
made on this basis. The patient, however, remained on Trial Visit status




This sttdy was conducted at the Veterans Administration Hospital,
Montrose, New York and was designed to isolate and determine, so far as
possible, the effect of family attitudes upon dispositional planning.
The method of procedure was to select forty cases referred for dis¬
positional planning between the dates of Septeniber 4, 1957 and FebriJary 1,
195S.
The case study method was used to collect data pertinent to this study.
The investigator used Yarrow, Clausen and Robbin^^; Woodfork and Hayes’^
and Desey and Quinn%? studies in compiling a list of ten attitudes of
relatives of patients virriergoing psychiatric treatment. A schedule was uti¬
lized to collect information falling Tinder the ten attitudinal categories;
however, the results of the study yielded infomat ion pertaining to only
five attitudes and since there was no evidence of the remaining five atti¬
tudes, they were eliminated from fTjrther consideration in the study. The
five categories in which infornation on familial attitudes was yielded
were fear, hostility, rejection, guilt and lack of understanding. In the
literatTore, these attitudes were listed as negatively affecting the patient.
The investigator was not only interested in the negative but also in the
positive connotations; therefore, the aforementioned five attitudes were
_
Marian R. Yarrow, John Clausen and Paul Robbins, op.cit.. pp. 33-34.
2
Woodfork and Hayes, op, cit., p, 34,
3
Desey and Qtiinn, op, cit., pp, 49-60,
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used in their positive forms: non-fearful, non-hostile, accepting,
non-guilty and understanding.
In compiling the data, the investigator found these five attitudes in
various combinations. One of these combinations -was fovind to consist of
all positive attitudes and another combination was found to consist of all
negative attitudes. The remaining nine categories though inter-mixed with
both positive and negative attitudes were found to be either predominately
negative or predominately positive and were so grouped, resulting in the
establi^ment of four attitudinal categories: (l) all positive, (2) pre¬
dominately positive, (3) all negative, and (4) predominately negative.
The investigator, in her attenpt to determine any possible effect be¬
tween family attitudes and dispositional planning, utilized the afore¬
mentioned four attitudinal categories and related these to the staff
decision with respect to disposition in an attenpt to determine whether
these attitudes had an influence upon case disposition.
It was fo\ind that of the forty cases, thirteen went on Trial Visit Own
Home, a favorable disposition; seven of these thirteen cases were those of
which there were all positive attitudes and two of vhich there were pre-
comlnately positive attitudes. Of the thirteen cases, there were only
two cases of vhich there were all negative attitudes and two cases of which
there were predominately negative attitudes.
Another favorable disposition. Maximum Hospital Discharge, yielded six
cases. It was found that of these six cases, there was one case of which
there were all positive attitudes and one case of which there were pre¬
dominately positive attitudes.
When looking at all negative attitudes, the influence of
f am ily att it u d e s again tended to evolve. With
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respect to No Disposition, it was found that of the sixteen cases in which
there was No Disposition made of the case, ten of these cases were those
of which there were all negative attitudes and four of which there were pre¬
dominately negative attitudes. There was one case in which there were all
positive attitudes and only one case in which there were predominately
positive attitudes.
When looking at another less favorable disposition. Trial Visit Foster
Home, it was foxmd that of the five cases which were placed on Trial Visit
Foster Home, there were three cases of which there were all negative
family attitudes and two cases of which there were predominately negative
family attitudes.
It was found as a result of this study that there is a relationship be¬
tween familial attitudes and dispositional planning. There was a pro¬
nounced tendency for a higher incidence of favorable dispositions in those
cases whose families had positive or predominately positive attitudes and
conversely, there was a tendency toward an increase in incidence of less
favorable dispositions in those cases in which the family attitudes were
negative or predominately negative.
The conclusion was further substantiated when the cases were looked at
individually. While there was a multiplicity of factors which influenced
dispositional planning, family attitudes by far seemed to have had the
greatest influence upon the disposition.
There were some exceptions to the trend; namely, inadequate living
quarters, desire for monetary gains as a result of the patient's becoming
employed, no family objection to Maximum Hospital Benefit Discharge as
long as the patient did not live with the family, guilt feelings over
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leaving the patient in the hospital, and the patient's desire to remain in
the East rather than return to his home in the South, Although these
factors had an influence on dispositional planning, this did not mitigate
the influence of family attitudes on dispositional planning.
The findings of this study suggest a more intensive study which might
yield more conclusive information which may be useful as a giiide for
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